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California Institute for Regenerative Medicine
Trainee Termination Form

CIRM TRAINING GRANT NUMBER NAME OF INSTITUTION

TRAINEE'S NAME (Last, first, initial) SOCIAL SECURITY NUMBER (Last 4 digits)

XXXX-XX-

TOTAL PERIOD OF CIRM SUPPORT
From (month, day, year): To (month, day, year):

TOTAL CIRM STIPEND RECEIVED
NUMBER OFYEAR OF SUPPORT AMOUNT OF ANNUAL STIPEND

Months Days

1st Year

2nd Year

3rd Year

DEGREE SOUGHT (If applicable) DEGREE COMPLETION DATE (If applicable)

INDICATE POST-AWARD ACTIVITY (e.g., teaching, postdoctoral work, residency)

TRAINEE CONTACT INFORMATION AFTER COMPLETING CIRM SUPPORT
TELEPHONE NUMBERMAILING ADDRESS

EMAIL ADDRESS

SUMMARY OF TRAINING
PROVIDE A SUMMARY OF TRAINING RECEIVED AND RESEARCH UNDERTAKEN DURING TRAINEE TENURE. LIST ANY
PUBLICATIONS RESULTING FROM THE RESEARCH DURING THIS PERIOD.
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CERTIFICATION:
MENTOR NAME PROGRAM DIRECTOR NAME

I certify that the statements herein are true and complete to the
best of my knowledge.

SIGNATURE OF TRAINEE DATE

I certify that the statements herein are true and complete to the
best of my knowledge.

SIGNATURE OF PROGRAM DIRECTOR DATE

Please submit the data on this form electronically,using the "submit by email" button at the
top of the page. Also, submit the signed hardcopy to the following address:

Grants Management Officer
California Institute for Regenerative Medicine
210 King Street
San Francisco, CA 94107

For questions about completing this form please contact: Dr. Gil Sambrano at 415-396-9103 or Dr. Arlene Chiu at
415-396-9104.
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